Traditional health practitioners and mental health in Kenya
T he prevalence of psychiatric morbidity among rural and urban Kenyan primary care attenders has been reported to be as high as 63% (Ndetei & Muhangi, 1979; Dhapdale & Ellison, 1983; Dhapdale et al, 1989; Sebit, 1996) . For its population of 32 million, Kenya has only 16 psychiatrists and 200-300 psychiatric nurses, but there are just over 2000 primary healthcare centres, staffed by general nurses and clinical officers, and the main burden for assessing and caring for people with mental disorders falls upon members of the primary care teams. However, mental disorders are poorly recognised (Dhapdale & Ellison, 1983) and inadequately treated in primary care (Muluka & Dhapdale, 1986) . Moreover, Kenyan primary care workers often lack training in mental health (Dhapdale et al, 1989 ; see also Ndetei, this issue, p. 31) .
In contrast to this picture of poor recognition and treatment of mental disorders in primary care, people with mental disorders commonly consult traditional health practitioners (THPs) in African countries, including South Africa (Zabow, 2007) , Nigeria (Olugbile et al, 2007) , Tanzania (Ngoma et al, 2003) and Kenya (Ndetei, 2007) . Around 50% of Kenyans who consult THPs may have psychiatric morbidity (Ndetei, 2007) and many use both modern medical services and THPs simultaneously (Odejide et al, 1978; Ndetei, 2007) . In neighbouring Tanzania, the prevalence of common mental disorders among those consulting THPs is high (Ngoma et al, 2003) , reflecting the failure of primary care services to detect and treat these disorders adequately. Patients may go to hospitals to seek a cure for their illness, and go to THPs to seek both cure and explanation (Otsyula, 1973) , particularly if they are not satisfied with modern medical services (Katz & Kimani, 1982) . Therefore, this paper reports a qualitative study to examine the views of THPs in Kenya pertaining to the nature, aetiology, symptoms and classification of mental illness, as well as treatment approaches, in order to establish whether there is an adequate shared conceptual basis for further dialogue and liaison.
Methods

Sample
The sample frame was all 70 THPs either registered with (n = 47) or otherwise known to (n = 23) Kisumu District Cultural and Social Services Office as practising in the Maseno Division, a poor rural area of 50 000 population. All 70 THPs were invited by the district cultural officer to attend a 1-day workshop at Chulaimbo healthcare centre.
Data collection
The THPs were brought together into the Chulaimbo rural health training centre (RHTC) and divided into two groups, who each met for 2 hours as a focus group. The focus groups were led in Luo, the local language, and moderated by the lead author, Dr Okonji, a consultant psychiatrist originally from the district, and Mr Ayuyo, a public health nurse working in Chulaimbo RHTC.
A range of issues pertaining to the nature, aetiology, symptoms and classification of mental illness and treatment approaches were addressed in the focus groups. The broad areas covered are listed in Box 1. Issues discussed in the focus groups were meticulously documented verbatim and merged for the subsequent analysis.
Data analysis
Documentation of the discussions in the focus group was read and coded by the researchers using a thematic approach to ascertain the views of THPs pertaining to the nature, aeti ology, symptoms and classification of mental illness and treatment approaches, and any other emergent issues.
Results
The identified themes are described below.
Illnesses treated by THPs
When asked what illnesses they treated, the THPs replied, in their own words, that they treated typhoid, tuberculosis, cancer, diabetes, infertility and mental illness.
The consultation process
When asked about the process of THP-client consultation, the following thematic clusters emerged: welcoming the patient, history taking from the patient, enquiry about treatment received from the hospital, collateral history from those who bring the patient, provision of treatment, continuing observation and assessment, and monitoring of efficacy. THPs reported having a special way of looking at patients to discriminate between bewitchment and malaria. The types of treatments used included: m herbs prepared in different ways (boiled, ground, soaked in water, mixed with water and drunk, shaken into a bottle and herbal steam baths) and used for smelling and sniffing (to induce sneezing), spreading or spraying on the body and oral intake m burning branches m scratching of the abdomen and using animal horns to suck out the 'contents' of the abdomen m cutting arms and legs and applying herbs m talking to patients about stressful life events, counselling and advising patients to dig the shamba (farm) and to conduct business m spiritual therapy, including prayer by THPs, advising patients to pray, and removal of demons, devils and spirits near a lake and by singing.
Symptoms
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There were regular referrals from more generalist THPs to THPs who specialised in certain types of mental illness.
Collaboration
The following thematic clusters pertaining to collaboration with modern medical services emerged: m THPs certainly felt that they can treat illnesses that doctors and nurses cannot treat, including bewitchment and possession by demons, devils and spirits m THPs requested a base in primary care centres to facilitate such treatment m THPs normally send patients who they consider have malaria, tuberculosis, meningitis and AIDS to the hospital m THPs felt they cannot effectively treat chronic psychosis and ask families to take such patients to the hospital m THPs requested collaboration with modern medical services to give long-term support to patients with chronic psychosis.
Discussion
This study has significant methodological limitations, including its descriptive design, the relatively large size of the focus groups and the restriction of the study to one region of Kenya. However, the thematic clusters of symptoms of mental illness, aetiology and treatment are similar to those observed in Nigeria (Olugbile et al, 2007) and South Africa (Zabow, 2007) and elsewhere in Kenya (Ndetei, 2007) . Moreover, many of the symptoms and aetiological features, including recognition of genetic, social, psychological and environmental factors, were similar to those observed in Western psychiatry. Although the THPs were a heterogeneous group with heterogeneous practices, in keeping with previous observations (Zabow, 2007) , this study found that their overall stated approach to assessing and treating people with mental illness included history taking, enquiry about treatment received from the hospital, collateral history, provision of treatment, continuing observation and assessment, and monitoring of efficacy. The THPs reported using several different treatment strategies, including psychotherapy in the form of talking to the patients about stressful life events, counselling and giving practical advice to patients to undertake certain tasks. The practice of relatively sophisticated interpersonal psychotherapy, family therapy and behavioural treatments by Kenyan THPs has been anecdotally observed elsewhere (Ndetei, 2007) .
The THPs were unanimous in their expressed desire for collaboration with formal health services. They recognised some of their limitations in treating certain illnesses, including tuber culosis, meningitis, malaria and AIDS, for which they prefer to refer patients to hospital. They also believed that they can treat patients whom doctors and nurses are unable to treat, including those who are bewitched and possessed by demons, devils and evil spirits, and they requested a base in primary care to assist in the treatment of such patients.
There has been encouragement for low-and middleincome countries to develop their own national policies in relation to traditional health practice, national regulatory bodies and professional organisations to address competency, regulation and quality assurance for THPs, similar to those for healthcare professionals (World Health Organization, 2002) . This is being implemented in a number of countries, including South Africa (Zabow, 2007) , Nigeria (Olugbile et al, 2007) and Tanzania (Ngoma et al, 2003) . Further research and liaison are important to reduce potentially harmful practices, to improve the possibility of early diagnosis and effective treatments for people attending THPs, and to strengthen con tinuity of care for vulnerable clients.
